suMMARY As a prelude to further work which attempts to improve the management of metastatic spinal cord compression the efficacy and adverse effects of existing therapy has been assessed. All papers dealing with the management of malignant spinal cord compression since 1960 have been reviewed. Data from this review is presented in a novel manner in order to identify not only the degree of successful return to ambulation achieved but more importantly the extent of the adverse effects which occur during existing management. It is seen that, while in general some 35% of patients treated in any manner retain or return to the ability to walk, some 20% to 25% sustain major neurological deterioration. In addition, those patients treated by laminectomy who do deteriorate may be subject to a significant rate of perioperative mortality and major structural complications related to the surgical wounds. In the light of the adverse factors described, the role of laminectomy as first-line management of malignant cord compression is questioned. Altemative modes of treatment are discussed and a tentative scheme of management described which it is hoped will lead to a better quality of survival of the group as a whole in addition to maintaining, or perhaps, improving the rate of successful return to ambulation.
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The management of metastases arising in the spinal column which cause neurological deficit has caused debate for many years. The traditional method of treatment is of immediate surgical decompression by laminectomy followed in some or all cases by radiotherapy. More recently attention has been given to primary radiotherapy as the treatment of first choice.'-5 Some attempts' 6 Table 3 presents the results in similar manner for patients who were paraplegic on presentation. As functional recovery was deemed to be the prime goal of therapy only those patients recovering the ability to walk are shown. As these patients were paraplegic already, neurological deterioration could obviously not occur.
Several papers did not present data in sufficient detail to be included in the above analysis. However, some of these series gave sufficiently accurate overall results to identify the number of patients who were ambulant on presentation and those that were ambulant following treatment. By including these patients an overall estimate of the effects of treatment can be derived and this is presented in table 4. It was possible to determine the number of patients who suffered neurological deterioration by extrapolation.
As has been shown, major neurological deterioration occurred in many patients. In addition to the neurological complications described above, wound-related complications were prominent in the surgical group. Only a relatively few authors describe these complications but in those who did so the rate was 11 %. More disturbing is the fact that from the two papers specifically discussing postoperative spinal instability, 9% of their cases showed evidence of this particular devastating complication.
From these papers it is difficult to determine which factor might predispose to a bad neurological outcome or to surgical complications. It proved impossible to determine from the data available whether the speed of onset or length of history had any effect on this. However, there seem to be equal numbers of authors concluding that these factors were or were not important. With regard to vertebral collapse, some authors stated that collapse reduced the chances of neurological recovery but gave only scant data to support their statements. It was possible to identify only 47 patients (all treated with laminectomy and appropriate radiotherapy) with vertebral collapse of whom only 21% were ambulant following therapy. This is considerably less than the overall figure of 38% ambulant following such therapy. In addition Brice and McKissock9 stated that in their study, which included 30 patients with collapse "no patient with severe neurological deficit and vertebral collapse improved" with laminectomy and radiotherapy.
The one factor which does appear to affect prognosis is the ability still to walk at the time of presentation. Approximately twice the number presenting in this state were able to walk following treatment as compared to the paraparetic group. Nevertheless approximately one third of these patients deteriorated so that they could not walk following therapy. It seems clear, however, that the quality of life of patients with malignant cord compression as a whole could be improved dramatically by early diagnosis and treatment. It is depressing to note that only one quarter of the patients in this extensive review presented while still being able to walk.
The present situation appears to be that accepted standard treatment leads only to limited success. Almost as many patients deteriorate shortly after treatment as those who improve and return to being able to walk. In addition, laminectomy carries a considerable risk of mortality and non-neurological wound complication which can leave the patient much worse off than prior to therapy.
Laminectomy has been advocated in the past as a means to achieve tissue diagnosis. Based on the assumptions drawn from this review, potential schemes of management are presented. Figure 1 represents a suggested scheme for the management of patients presenting whilst still ambulant with the primary therapy being radiation if possible. Patients who present after becoming non-ambulant but who do not have vertebral collapse would also be managed along these lines. Figure 2 presents a scheme of management for non-ambulant patients who do have collapse of a vertebral body. Laminectomy is avoided in these patients. These schemes are designed not only to improve the rate of successful return to ambulation in patients with malignant cord compression but also to minimise the adverse effects of therapy on the group as a whole. Whether these aims can be achieved remains to be proven. 
